It is now recognized that cancers of the breast and prostate in some way depend for their existence upon sex hormones manufactured in the suprarenal glands and the gonads. Bilateral suprarenalectomy with or without gonadectomy has, in certain cases, given remarkable results. What little I know about it is from Sir Stanford Cade's Hunterian lecture. In favour of this latest advance in endocrine surgery is that it is only used in cases of otherwise hopeless prognosis and that about 1 in 5 (9 out of 46 cases of disseminated breast cancer) of those operated on make a really dramatic (though not permanent) recovery. Furthermore the knowledge of the endocrine physiology of certain cancers which is being gained all the time is a very valuable asset to everyone fighting against cancer.
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The Hormone-dependent Cancers It is now recognized that cancers of the breast and prostate in some way depend for their existence upon sex hormones manufactured in the suprarenal glands and the gonads. Bilateral suprarenalectomy with or without gonadectomy has, in certain cases, given remarkable results. What little I know about it is from Sir Stanford Cade's Hunterian lecture. In favour of this latest advance in endocrine surgery is that it is only used in cases of otherwise hopeless prognosis and that about 1 in 5 (9 out of 46 cases of disseminated breast cancer) of those operated on make a really dramatic (though not permanent) recovery. Furthermore the knowledge of the endocrine physiology of certain cancers which is being gained all the time is a very valuable asset to everyone fighting against cancer.
Yet there are also certain points against the operations: (1) Patients have to submit to fairly extensive and risky operations whose result is so uncertain that it is just as likely not to benefit as to benefit them. (2) The operation leaves them dependent on an expensive and scarce drug, cortisone. (3) It may improve the patient only for a brief while and so give him the sorrows of downward progress on two occasions instead of one.
In summary, it certainly represents an advance in knowledge: the operation seems ethically justifiable, but it cannot yet justify the term "satisfactory treatment".
Lastly there is the purely medical approach which consists in managing the patient's journey to the grave in the way which gives him the greatest physical and mental comfort. Until active treatment is more uniformly successful most cases of advanced cancer will have to be treated in that way, so it is worth saying a little about it. First should the patient be told he has cancer and is dying? It is my experience that people as a whole are far happier if they do not know. Some of them I feel sure know in their heart of hearts, but prefer to play a game of make-believe with the doctor: others remain in complete ignorance and modest contentment to the end. To assist in this beneficial deception it is important to avoid sotto voce murmurings at the foot of the bed or the use of words like tumour or carcinoma. Relatives, too, can play their part by a cheerful demeanour at the bedside; in fact there is something to be said for keeping relatives as well as patients in ignorance of the downhill progress until it becomes obvious.
A most important thing in managing these people is to treat their minor complaints if anything more assiduously than the one they are dying of. A patient with extensive carcinoma may worry about some wax in his ears or a fungus infection of his feet and by treating these we can sometimes both make him more comfortable and distract his attention from the major complaint.
Also if a hospital patient has only about a week to live it is unkind to transfer him from the acute medical ward, which he already knows, to a chronic ward where the nurses and patients are strangers to him.
For the relief of pain there is still probably little to touch the well-tried morphia or pethidine but they need not be given purely because a patient is going downhill from cancer, for sometimes it is a surprisingly painless progress; nor need the dose be increased automatically for some people seem to lose their pain towards the-end and do not need to be kept continuously drugged. It is often wise to give the substances by mouth so that the patient is less aware of being drugged than if injections are given.
To sum up: The endocrine surgery of extensive cancer is a great adyance, but at present more of an advance in knowledge than an advance in treatment.
If it is highly probable that a patient is going to die in a few months, the less operations and investigations he has to submit to in that time, the better.
Prolongation of life is not the only aim of treatment; it should be a tolerable life. It is better to be wholly alive for'one month than half alive for two.
It is not always worth the discomforts of major surgery to get minor recovery. It is better to go steadily downhill towards death than to pursue an undulating course to the grave buoyed up by temporary recoveries.
The Use and Limitations of Skin Tests in Asthma By R. S. BRUCE PEARSON, D.M., F.R.C.P.
King's College Hospital, London SKIN tests offer no short cut to the diagnosis or treatment of asthma. Their use is limited and the technique of testing though simple must be precisely carried out, to achieve reasonable results. The following remarks apply mainly to tests carried out with inhalant allergens: food tests, which present special difficulties of their own, are not considered here. Table I shows a comparison between the results of skin testing in asthmatic patients and in a carefully selected control group (Pearson, 1937) . The figures indicate the percentage of reactions obtained when these two groups were tested with two common inhalant allergens (horse dander and chicken feathers), and with horse serum albumin, a pure protein with which the majority of people are unlikely to have come in contact. The extracts were standardized by their nitrogen content (2 mg. %) and were in a suitable strength for testing purposes.
The tests were carried out intradermally and a positive reaction was considered to be shown by an increase in the size of the wheal and a reflex flare: doubtful or small reactions indicated by a flare only are excluded. Positive skin tests were obtained in a number of persons who were not themselves suffering from allergic (atopic) disease but many more reactions were obtained in the asthmatic group. It was also shown that a greater iunumber of large reactions were given by asthmatics. The control group was carefully selected to exclude all those who had in the past suffered from asthma, rhinorrhoea or any other recognized allergic (atopic) disorder, and those with a family history of these conditions. If such individuals are also included the proportion giving positive reactions is increased for the three test substances to 19 %, 19 %, 3 % respectively. These findings indicate that there is no fundamental difference between those suffering from asthma and those who have never manifested any form of allergic disorder. The difference between the two groups at least as far as skin testing is concerned is quantitative only, and if we are fortunate enough not to have suffered so far from allergic (atopic) disorders we may still be examples of latent or potential allergy, which may one day become manifest with production of symptoms. This point of view is confirmed by a number of observations. Salen and Juhlin-Dannfelt (1935) have shown that men whose work brings them into contact with horses will tend to give positive reactions to horse dander, whereas millers will more often become skin sensitive to flour, although these skin-positive individuals do not necessarily develop symptoms. We all pass through a phase of sensitization to the bites of insects, though there will be individual differences in the degree of sensitivity achieved.
We may also draw a parallel with the tuberculin test. A positive Mantoux does not mean that the reactor is suffering from active tuberculosis but only that he has at some time been infected by the tubercle bacillus, often without other evidence of infection at any time. Table II refers to the correlation between the clinical history and the skin tests in asthma The tests were carried out at two hospitals with two different proprietary brands of extract.
Tests to pollen were carried out by the prick method in nearly every instance and those to cat hair and house-dust extract by the intradermal technique. 200 cases were included in each group. They were unselected except that a few patients with a definite confirmed pollen allergy were not invariably tested with other materials, and elderly patients with a longstanding history of bronchitis preceding their asthma were not always subjected to skin tests.
The test substances (pollen, cat hair and house dust) were for the following reasons:
(1) Grass pollen. Sensitization to this material can, as a rule, be readily detected from the history owing to its seasonal appearance. The doctor may suspect it even when the patient has not appreciated its significance. It is reasonable to expect a high correlation between skin tests and history.
(2) Cat hair is included because cats are common pets and sensitivity to their hair and dander is likely to be recognized. One is here dependent on the patient's observations alone and would not therefore expect so high a correlation between the history and the presence of positive reactions.
(3) House dust is everywhere; it appears to be highly antigenic and therefore likely to play an important part in producing asthmatic symptoms. Its universal distribution is a reason for expecting that it will often escape recognition by the patient as a causative agent.
For the purpose of these observations it does not matter whether dust extracts are considered to be a mixture of allergens or to contain a single antigenic substance. Table II shows that these expectations are well borne out. 27 % of patients gave a history suggestive of grass pollen sensitivity and also gave positive skin reactions. 3 % only were thought to be pollen sensitive and found to have negative skin tests. On the other hand 70 % gave no history of sensitization, and 17 9 % of these (I2 5 % of the total) gave positive reactions. The first two columns in Table II , in which history and skin tests agree, together amount to 84 5% of the total.
With cat hair the findings are very similar. A smaller number of patients gave a positive history of sensitization (7%) and a relatively greater proportion (16%) gave positive skin tests without a confirmatory history, but there was agreement between the history and the result of the tests in 81 5%.
House dust gave the highest number of positive tests (62-5 %) but clinical confirmation at the time of testing was only obtained in approximately half and, as one would expect, women recognized the association between dust and asthmatic symptoms more commonly than men, though both were approximately equally affected.
These figures suggest that though not all positive reactions indicate a clinical sensitivity, skin tests may be useful in the following ways: They may (1) Confirm a suggestive history.
(2) Demonstrate by failure to cause a reaction that the patient is not sensitive to a particular substance.
(3) Suggest that a material previously unsuspected by the patient may be a cause of symptoms. It is in this third group that the tests may prove most helpful since they may give a lead which the history has not suggested and which subsequent observation may prove to be correct.
Many factors environmental, constitutional and technical may influence the results of skin tests:
(1) Environmental factors.-(a) The temperature of the outside air. Tests will develop and pass off more rapidly on a hot day. If the patient is cold he may fail to react. (b) The previous administration of adrenaline-like or antihistamine substances will abolish or reduce positive reactions.
(2) Constitutional factors.-(a) Some patients will react to any form of trauma possibly as the result of liberation of histamine. They will produce a response to control saline injections, and this fact must obviously be taken into consideration in interpreting the results. (b) Patients may feel faint during testing and this, probably due to a fall in blood pressure, will diminish the size of positive reactions or abolish them altogether.
(3) Technical factors.-(a) The volume of testing fluid injected is of great importance.
It is generally recognized that 0 02 ml. is the maximum volume to be injected intradermally. Injections of larger volumes than this will give rise to false positive reactions because of traumatic effects leading to the non-specific liberation of histamine. (b) The nature of the test material is of great importance. Unfortunately only very few firms make more than a very superficial attempt to standardize their extracts. These may and sometimes do contain histamine or other non-specific irritant substances. Other materials may be inert. Only familiarity with the products of various firms and frequent counterchecking can overcome this difficulty. Improved standardization will make for more reliable results. (c) The test site should be inspected repeatedly in the half-hour after the test has been carried out. (d) Due allowance must be made for the method of testing used; the intradermal method is more sensitive and will produce more positive reactions than the prick or scratch.
Clearly familiarity with the technique of testing is necessary to obtain reliable results, and the more standardized the conditions under which the tests are carried out the more consistent will the results be. In conclusion skin tests with inhalant allergens in asthmatic subjects have proved a helpful means of investigating the underlying cause. As with all other laboratory tests they have their limitations, they require a standardized technique, and they must be considered in conjunction with the history of the patient and the subsequent course of the disease.
